Restrictive practices continue to be used in mental health care despite increasing recognition of their harms and an international effort to reduce and ultimately eliminate their use. The aim of this qualitative study was to explore mental health nurses' views of the potential elimination of these practices. Nine focus groups were conducted with 44 mental health nurses across Australia, and the data analysed using thematic analysis. Overall, the nurses expressed significant fear about the potential elimination of restrictive practices and saw themselves as being blamed for both the use of these practices and the consequences should they be eliminated. Findings detail the conflicts facing staff in balancing the need for ward safety for everyone present while at the same time providing person-centred care. Nurses described the changing role of the mental health nurse in acute settings, being more focussed on risk assessment and medication while at the same time attempting to practise in trauma-informed personcentred ways. The impact on ward safety with increasing acuity of consumers plus the presence of forensic consumers and those affected by methamphetamine was emphasized. Change initiatives need to take into account nurses' deep concerns about the consequences of eliminating all forms of control measures in hospitals and respond to the symptoms and behaviours consumers present with and associated unpredictableandconcerningbehaviours.Attemptstoeliminaterestrictivepracticesshould,therefore,be carefully considered and come with a clear articulation of alternatives to ensure the safety of consumers, visitors,andstaff.
INTRODUCTION
Restrictive practices such as seclusion and restraint are used in healthcare settings, such as psychiatric inpatient units and emergency departments (EDs), to manage consumers who are aggressive or violent. However, the use of these measures has negative consequences for consumers and staff (Victorian Government Department of Health, 2013), such as retraumatizing consumers with histories of existing trauma (Hammer et al. 2011) and damaging the therapeutic relationship between consumers and health professionals (Theodoridou et al. 2012) . Consequently, there has been an international drive towards reducing and, ultimately, eliminating the use of these practices (LeBel et al. 2014) .
A number of programs have been implemented worldwide, demonstrating success in reducing the rates and duration of seclusion and restraint events (Hernandez et al. 2017; LeBel et al. 2014; Madan et al. 2014; Victorian Government Department of Health, 2013; Fletcher et al. 2017; Wieman et al. 2014) . Importantly, research has also reported that reduction in the use of restrictive practices does not lead to an increase in assaults (Smith et al. 2015) . Building on these successes, the Restrictive Practice Working Group of the Australian Health Ministers' Advisory Council developed the 'National Principles to Support the Goal of Eliminating Mechanical and Physical Restraint in Mental Health Services ' (2016) as the next logical step towards eliminating restrictive practices in Australia.
Despite overwhelming support for reducing and eliminating the use of seclusion and restraint, and the success of reduction programs, these practices continue to be used in mental health care (Allan et al. 2017; Bowers et al. 2017; Bullock et al. 2014; Gerace et al. 2014; Muir-Cochrane et al. 2014; Oster et al. 2016; Te Pou o te Whakaaro Nui, 2017) . Mental health nurses play a central role in the provision of mental health care and as such represent the staff that are most likely to use seclusion and restraint (NMHCCF, 2009) . Understanding nurses' views of seclusion and restraint, and in particular on the potential for these practices to be eliminated, is, therefore, essential (Mann-Poll et al. 2015) .
BACKGROUND
Consumers and carers, while at times identifying some benefit to restrictive practices, predominantly express negative perceptions of seclusion and restraint use and are unlikely to view these interventions as therapeutic (Brophy et al. 2016; Kinner et al. 2017) . Nurses express a range of views about seclusion and restraint: from unease and avoidance, through to accepting that the use of the intervention is necessary and even therapeutic (Goethals et al. 2011; Happell & Koehn 2011; Maguire et al. 2012; Perkins et al. 2012) . Overall, while there is support for a reduction in the use of seclusion and restraint, the majority of mental health professionals defend the continued use of some form of restrictive practice in regard to the management of violence and aggression (Happell & Harrow 2010; Kinner et al. 2017) , viewing these practices as a 'necessary evil' to be used as a last resort (Wilson et al. 2017) .
There has been little research exploring the views of mental health nurses in Australia regarding the elimination of restrictive measures. This is a significant gap because research from other countries likely reflects different 'cultural, procedural and health-care practices' (Wilson et al. 2017, p. 501 ) that affect both the use of seclusion and restraint, and the potential for these practices to be eliminated. Furthermore, research tends to focus on nurses' attitudes towards the use of seclusion and restraint, and their views of reducing the use of these practices. Little is known about nurses' views on eliminating seclusion and restraint use in mental health care, aside from one recent Australian national survey of consumers, carers, and health professionals, reporting mixed views about the desirability and feasibility of elimination, particularly on the part of health professionals (Kinner et al. 2017) . With the move towards eliminating restrictive practices, it is important to understand nurses' views given the key role they play in both the use of seclusion and restraint, and in the development and implementation of strategies to reduce or eliminate their use.
In this study, we report on the findings of a study investigating mental health nurses' perceptions and attitudes regarding barriers and enablers to eliminating seclusion and restraint in inpatient psychiatric settings and emergency departments (EDs) in Australia.
METHOD Design
This was a qualitative, descriptive study using focus groups to interview mental health nurses about their views and experiences. Participants were recruited using an email membership list for the Australian College of Mental Health Nurses, who had funded the study. Potential participants were provided with information about the study and the date, time, and location in which the focus group would be conducted in their locality, and asked to RSVP their attendance. Written consent was sought from all participants. The total number of participants was 44. Unfortunately, only 45% of participants (n = 20) provided demographic information (summarized in Table 1 ). This is a limitation of the study. Flinders University human research ethics committee approved the study.
Data collection
Nine focus groups were conducted in five Australian states and territories (New South Wales, Northern Territory, Victoria, Western Australia, and the Australian Capital Territory), with between three and twelve participants per group. The focus groups were conducted in capital cities and in two regional locations in 2017. A semi-structured interview guide was used exploring nurses' general attitudes to seclusion and restraint, and barriers and enablers to the reduction and elimination of seclusion and restraint in their workplace. All facilitators had previous experience in running focus groups and in the conduct of research. A written facilitator guide was prepared and included details about the specific aspects of the focus group, ground rules, and the structured interview guide with questions and subquestions (Table 2) . Facilitators also participated in a group teleconference, which guided them through the structure and format of the focus groups. Focus groups were audiotaped and transcribed verbatim with a duration between 70 and 105 min.
Analysis
Focus groups were analysed using thematic analysis as described by Braun and Clarke (2006) . Thematic analysis is used to identify patterns across the data set and was undertaken in this study to report the 'meanings and the reality of participants' (Braun & Clarke 2006, p. 81) . The process began with familiarization with the data, with the authors reading through the transcripts and making notes about possible codes. The authors then met to discuss their initial ideas and finalize the codes. One of the authors then coded the transcripts, using the online software Dedoose (Version 7.6, 2017) to manage the coding process, and then collated the codes into potential themes. All authors discussed the emerging themes and agreed on the final themes.
RESULTS
That's my big fear, is that they will just [say] This analysis presents a discussion of Australian mental health nurses' views on the potential to eliminate the use of seclusion and restraint in mental health care. The quote above exemplifies the fears expressed by nurses regarding the potential elimination of restrictive practices. Overall, the nurses believed seclusion and restraint use could not be eliminated altogether while still maintaining a safe environment: [I] s it possible to practise without restraint? . . . in certain sections in mental health I'm going to have to say no, it's not possible because when you're dealing with human cognition and someone's not in touch with reality, no amount of de-escalation and no amount of therapeutic input is going to make the situation safe.
(FG 5) Hence, nurses' fears that should these practices be eliminated they will be left without the means to keep themselves and others safe, and ultimately be blamed for their actions:
I've been a psychiatric nurse for a long time. It's a difficult job and not getting any easier. It's very hard work. We don't get enough support and it feels a general movement to seclusion in Australia as terrible things, avoid at all costs. Somehow you're a failure as a nurse if it happens.
(FG 2)
This perspective can be understood in relation to the following themes identified in the focus groups:
• The role of the nurse • The complex and changing nature of the work environment • Elimination of seclusion/restraint.
The role of the nurse
Person-centred care was described as a key tenet of nursing practice, referred to either directly (e.g. 'putting the client at the centre', FG 5) or indirectly in reference to person-centred practices, such as developing rapport, focussing on the needs of the person, partnership, being empathic and respectful, provision of one-to-one nursing, and continuity of care. Restrictive practices were seen as contrary to the principles of person-centred care: '. . . the client isn't at the centre of care when they're getting restrained' (FG5). However, there was conflict within the nursing role with nurses expected to both provide person-centred care and be responsible for the safety of all consumers, staff, and visitors:
. . . you've got a duty of care to 30 people or human rights for one.
In attempting to balance these roles, nurses erred on the side of caution; 'it's always about safety' (FG2).
Nurses described the use of seclusion and restraint as justifiable to maintain safety in situations where a consumer was being violent and/or aggressive, within a context where they are used as a last resort:
I believe it's necessary, but as a last resort, in certain situations, for the safety of staff that have to work with people and also patients sometimes are that unwell that they need the containment for a brief period, to allow other things, medications, that sort of stuff, to take effect. But there seems to be a general push to removing that. . . But I think there is still some space for some restrictive interventions if it has to be done.
I think staff that work in mental health services and the emergency and hospital environments are exposed to higher levels of risk of aggression than the general community. I think staff need a way to safely prevent assaults against themselves and other consumers. I think there are times when restraint is required. (FG3) Overall, the nurses expressed the view that where seclusion and restraint had been used, they were necessary, a 'good call' (FG3). Participants described the use of restrictive practices in negative terms when being overused or used unnecessarily, for example when a consumer refuses their oral medication, for minor acts of aggression such as throwing tissues, or when restrictive practices were 'not the last choice' (FG1).
Despite the overall view of seclusion and restraint as reflecting the role of the nurse in maintaining a safe environment, these practices were described as traumatic (both physically and emotionally) to consumers and staff:
Sadly, sometimes we're left with little other option but I think the majority of the staff are very aware of the trauma that [seclusion and restraint] does sort of tend to inflict on people.
Recognizing the trauma cased by seclusion and restraint meant that nurses acknowledged the need for these practices to be reduced. Further, nurses recognized the importance of trauma-informed care approaches for people with mental health problems and were well versed in their use. However, the complex and changing nature of the environment in which nurses work provided an imperative to continue to have these practices available to them in order for safety to be maintained. This fuelled their fears that seclusion and restraint would be eliminated.
The complex and changing nature of the work environment
A number of aspects of nurses' work environments influenced their views on the potential for seclusion and restraint to be eliminated. This included the changing nature of nurses' work, the nature of presentations to EDs and acute inpatient units, staff-related issues, the physical environment, resourcing, and support. Together, these form the backdrop of nursing practice in which seclusion and restraint are seen as necessary tools to support nursing practice.
The changing nature of nurses' work Focus group participants described nursing work as having undergone significant change, resulting in a shifting focus towards risk adversity -'We're too overrun by risk' (FG1). Risk adversity was understood to underpin the legislative and policy contexts in which nurses work, and in which seclusion and restraint occur:
I think it [risk adversity] paralyses our decision making or the decision making of clinicians anyway. . . .I think it feeds more restrictive practices.
Balancing this risk adversity with providing personcentred care was difficult for nurses, particularly with the growing trend for nurses to have less time and capacity to provide such care for mental health consumers. Mental health nurses were described as having a heavy workload, particularly with regard to paperwork and work not directly related to consumer care, limiting the time available to engage directly with consumers:
. . . if you've got highly trained staff that are confident to spend time deescalating -45 minutes, two hours, whatever -and not be feeling pushed for time with other constraints of the workload, then people are less likely to utilise seclusion because they're able to spend more time using other methods.
Related to this is the narrowing of nurses' roles to administering medication and doing paperwork: The nature of presentation to EDs and acute inpatient units In addition to changes to nurses' work, participants described changes to mental health presentations that affected their ability to practise in an environment free of restrictive practices. In particular, the number of consumers who are a substance (principally crystalline methamphetamine: 'ice') affected was seen to have increased significantly in recent years. Participants described these consumers as unpredictable and often aggressive, as exacerbating aggressive behaviour in other consumers, and also as resistant to efforts at deescalation. Increasing numbers of consumers from correctional and forensic services was also raised as an issue of concern:
I think we can certainly go a long way to reduce the numbers, the times and the rates but to wipe it out altogether I'm unsure if that's possible at this point. I think acute mental health especially has changed a lot in the public sector when we receive a lot of police admissions from the watch-house and people on 'ice'.
Nurses also identified higher levels of acuity in the current population of mental health consumers, due to a range of factors such as inadequate management in the community, pressures relating to the relatively small number of beds available, and inadequate medication management:
I guess your patient acuity is a real issue. . . . I've got somebody who is fabulously unwell, acutely unwell, threatening -there's usually some sort of act of violence -it's pretty hard to respond in any other way.
(FG3)
Staff-related issues
Working in an environment of high consumer acuity and complexity necessitates a stable workforce of adequate numbers of skilled nurses working together to provide person-centred care. Factors such as inadequate staffing levels, high levels of staff turnover, inadequate skill mix (particularly on weekends), the casualization of nursing staff positions, and the lack of nurses trained and experienced in the field of mental health nursing were, therefore, described as increasing the likelihood of seclusion and restraint:
If something is starting and you can see it, you need to get over there quickly and intervene, and manage it and de-escalate that whole situation. But if you're busy here with somebody, and there's nobody there, there's no staff. Or you know that nurse over there's got a bad back. That one there's about to retire, and that one there's a new graduate.
Inadequate or infrequent education and ongoing training could also result in the use of restrictive measures where staff were seen to lack empathy and understanding of the distress of consumers, 'One of the barriers [to the reduction/elimination of seclusion/restraint] I think is people not being able to see the perspective of others' (FG1). Related to this was the issue of staff burnout:
If you're in the job and you have reached some level of burnout, and perhaps you are dismissive of clients or any of those sorts of things -and clients will pick up on this immediately -and that can cause escalation and that also concerns the heck out of me.
A further staff-related barrier was fear:
. . . a staff member can be hit or assaulted. The rest of the staff are very fearful. . . So it's that adrenalin that takes place, it's also the fear factor.
This was a particular issue with an ageing workforce of nurses who participants saw as less able to 'deal with very physical situations and the injuries that come with them.' (FG7).
Security staff also increasingly play a part in seclusion and restraint; 'So the clinical picture has changed because of acuity that you talked about before and now there's actually security or extra personnel onsite to help keep things settled' (FG5). Security staff were often seen as a negative addition to the ward, particularly because they are not clinicians and their practices are not person-centred. The availability of security staff might also mean nurses are less likely to use their skills to de-escalate or intervene early to manage risk, trusting in security staff to manage any situation that might arise. To some participants in this study however, the presence of security staff on the ward was seen as reassuring to nurses given the acuity and complexity of mental health consumers.
The physical environment Staff and consumers clearly play an important part in seclusion and restraint events, but so does the physical environment in which restrictive practices occur:
In the emergency department this is a huge thing, because we're actually talking about an environment that is so not good for our clients. It's so busy. It's so over-stimulated. There are so many places to go, and people generally don't feel safe in a busy, crowded, well-lit environment.
(FG4)
Well they're the most unwell people in south-west Queensland and there's eight of them locked in a very small area, it's a recipe for disaster.
While an indoor environment that is cramped, dark, and with lots of corners and hidden spaces can be a fuelling ground for aggression and violence, therapeutic spaces designed specifically to facilitate communication, engagement, and healing were frequently discussed as key to eliminating the need for restrictive practices. Outdoor spaces were also seen as important to allow consumers to move around and benefit from the sensory input a well-designed therapeutic environment can provide. However, changing these physical spaces was seen as resource intensive and unlikely to occur: 
Resourcing
Many of the aspects of nurses' work environment that affect their ability to practise in a person-centred way were described as resulting from a lack of resources. These include the number of beds available, the connected issues of brief admissions and short length of stay, ineffective early intervention in the community, lack of substance use/forensic mental health services, and inadequate staffing. For example, one participant discussed access to clinicians and long waiting times as 'the biggest features that we see that contributes to aggression in the emergency department' (FG4). Another commented: 'I just feel that sometimes we're constrained by the budget rather than constrained by best practice' (FG5).
Support
The final element of nurses' work environment is the extent to which there is support for eliminating seclusion and restraint. Support within the ward culture, from managers/leaders and from other nurses, was seen as vital in eliminating restrictive practices. Overall, however, the participants reported little support for them to practise in a less restrictive way. For example, participants discussed the negative effect of ward culture where nurses might enter into an environment where seclusion and restraint are routinely practised as the first option (rather than as a last resort) and where any efforts to change practise are strenuously resisted, resulting in new staff falling into line with existing practise:
The nursing culture . . . impacts hugely on new staff coming into that environment and you find yourself getting wrapped up in that, 'oh this is the way we do it'. It's very hard to . . . extricate yourself from that. . .
Linked to this was support from management, where managers who are supportive of efforts to change practice can improve ward culture and work towards less restricted practice:
That culture comes, generally speaking, right from the top -that unit leadership and particularly when you've got a lot of casual staff . . . so you need someone to keep tabs on that sort of thing.
However, nurses more commonly reported a lack of management support, particularly with regard to embedding person-centred care (and related models of recovery and trauma-informed care) into practice:
So I think that's where it often falls down. . . . you can go to some fantastic conferences in the world on trauma informed care and the consumer movement and that -but if -yeah, I think it requires services to actually be in the process of moving their philosophy and open to new ways of working.
(FG5)
The elimination of seclusion and restraint
While participants saw the importance of personcentred care and reducing or eliminating the use of restrictive practices, there was an overall sense of fear that restrictive practices will be eliminated and nurses will be left with no mechanism by which to keep consumers, visitors, and staff safe. This was expressed through the use of frightening stories of what nurses had heard has happened where these practices have been reduced, and discussions about trauma to staff and other consumers from exposure to violence/ aggression:
. . . what they've done is they've removed something and they've not replaced it with any other form of practice or intervention. Therefore, the number of assaults on staff has risen exponentially to the staff being knocked out, to staff being unconscious, broken [bones] .
But we had somebody admitted at our hospital who went into seclusion, very high risk. The team that was on at a certain point during that seclusion fairly early on decided he didn't meet the criteria that they believed. He was let out of seclusion and he killed someone. . .. That just raises a whole range of issues about sometimes people are secluded because they are very dangerous. . .
As discussed previously, the nurses, generally, did not think that restrictive practices could be eliminated completely. While some practices might be eliminated in some units, this was seen to involve either moving particular consumers to another environment where restrictive practices can be used -'export the problem' (Focus Group 3) -or replacing one form of restriction for another, particularly through the use of chemical restraint:
Facilitator:
. . . there's increasing pressure to reduce all of these practices, to eliminate them.
Female: It's unrealistic though. It's . . . completely unrealistic.
Male: Well no, they can enforce it. But all it means is we are sedating people to the point -I'm seeing patients sedated to the point where they'll soil themselves. But that's okay, because we've not secluded them.
Female: Yeah, and that's it. It's chemical restraint or it's physical restraint. (FG3) Given these fears, and the barriers identified in relation to the complex and changing nature of the work environment in which nurses practise, participants felt that any attempts to eliminate restrictive practices should be gradual, consultative, and come with a clear articulation of alternatives to ensure the safety of consumers, visitors, and staff. Currently, however, the nurses feel they are trapped between the policy imperative and the imperative for nurses to protect themselves and others, with nurses ultimately being 'the scapegoats of the system' (FG7) and blamed when restrictive practices do occur:
. . . this reducing seclusion seems to be nursing business for some reason and only nursing business. It seems to be a reflection of nursing care if someone is secluded or not secluded.
I feel very strongly that there's a perception sometimes that nurses are doing the wrong thing when they're restraining and secluding people and I feel very strongly that nurses are not doing anything illegal and there are times where that's legitimate.
This interconnection of fear and blame ultimately undermines the imperative to eliminate seclusion and restraint in mental health care.
DISCUSSION
This study demonstrates that mental health nurses were deeply concerned and fearful about how they could manage aggressive or violent behaviour without restrictive measures, and the potential for being blamed when adverse events do occur. Australian and international efforts towards the ongoing reduction and potential elimination of seclusion and restraint remain strong, yet safety issues are paramount in inpatient services. The conflict between providing person-centred care and the use of restrictive measures to manage risk is a significant issue emergent from these findings, recognized in other studies (Kinner et al. 2017; Wijnveld & Crowe 2010) and in particular as creating moral distress in nurses (Larsen & Terkelsen 2014) . Indeed, Slemon et al. (2017) suggest that the risk management culture itself gives rise to and legitimizes restrictive practices. While there is a body of work about the nature of mental health care and the complexity of nurses' roles and attitudes to restrictive measures (Bowers et al. 2010 (Bowers et al. , 2014 Perceptions of fear and blame by nurses in this study were also highlighted within the context of increasing patient acuity and the nature of presentations to EDs and acute inpatient units. As discussed in previous research (Carlson & Hall 2014) , the nurses did not feel confident that they had sufficient support, resources, environment, nor adequately prepared workforce to maintain safety should seclusion and restraint be completely eliminated. A particular issue for these nurses was the effect of crystalline methamphetamine ('ice') use on restrictive practice. This concern is reflected in a recent Australian study that found an association between 'ice' use and restrictive interventions in an acute adult inpatient mental health unit (McKenna et al. 2017) .
The built environment was also described as not conducive to a least restrictive environment. Lack of indoor and outdoor space, poor unit design, lack of natural light, and overcrowding are all barriers to quality care and recognized as such in the literature (Pollard et al. 2007) . Further, the presence of security guards both offered safety for staff but was also perceived to increase the likelihood of seclusion and restraint. Thus, the environment remains a significant factor in initiatives to reduce or eliminate the restrictive practice.
Concerns about increasing aggression towards staff by consumers illustrated in this study are supported by research indicating that approximately 40% of consumers display aggression in some form (Bowers et al. 2011; Jackson et al. 2014) , although other research indicates restraint reduction is not necessarily associated with an increase in aggression (Smith et al. 2015) . Further, existing research draws attention to the incidence of posttraumatic stress in nurses working in acute psychiatric inpatient settings being about 10% (Jacobowitz 2013) . In short, working in acute inpatient units and EDs is stressful. Any consideration of reduction initiatives, therefore, requires attention to the well-being of both consumers and mental health nurses.
Mental health nurses' accounts of fear and blame highlight the need for policies aimed at reducing or eliminating restrictive practices to 'take account of wide-ranging strategies to deal with aggression, including the provision of appropriate education and support and addressing ethical and workplace cultural issues associated with these practices' (Muir-Cochrane et al. 2015, p. 109) . There is also increasing evidence of the usefulness of trauma-informed care in both acute inpatient and ED settings (Hall et al. 2016) , and this can serve to guide educational and training packages and facilitate the necessary cultural changes required for restraint reduction to eventuate.
According to a recent systematic review of seclusion and restraint reduction programs in mental health (Goulet et al. 2017) , the main components in successfully and safely reducing restrictive measures were leadership, training, postseclusion/restraint review, consumer involvement, prevention tools, and the therapeutic environment, all of which fall within the six core strategies of restraint reduction (Huckshorn 2006) . However, caution is proposed as recent research found that closing seclusion rooms did not result in an overall reduction in containment practices (Bowers et al. 2017) , as suggested by nurses in our study. The practice of seclusion and physical restraint is recognized as 'nursing business' with mixed views about how much involvement occurs from other members of the multidisciplinary team. To reduce feelings of blame and failure, it is furthermore vital that a multidisciplinary approach is harnessed in any initiatives to ensure that all health professionals are adequately prepared to practise in a person-centred, trauma-informed framework embracing least restrictive practice principles.
CONCLUSION
This is a significant Australian study of mental health nurses' understandings of the issues concerning them within the current context of measures to reduce and ultimately eliminate the use of seclusion and restraint. Findings demonstrate the complexity of the issues articulating the fear and blame experienced by mental health nurses. This highlights the need for a reasoned and comprehensive approach to further initiatives to facilitate least restrictive inpatient care. Understanding the changing nature of the work mental health nurses undertake in EDs and inpatient settings as well as the environmental constraints on care will enhance ongoing measures to provide the best possible care for acutely unwell consumers with the judicious and minimal use of seclusion and restraint.
RELEVANCE FOR CLINICAL PRACTICE
This research provides new insights into the acuity of mental health consumers when in hospital and the challenges facing mental health nurses when attempting to practise in a least restrictive manner. Education, training, and multilevel organizational interventions are required to achieve the goals of least restrictive care. Change initiatives need to take into account nurses' deep concerns about the consequences of eliminating all forms of control measures in hospitals and respond to the symptoms and behaviours consumers present with and associated unpredictable and concerning behaviours. Attempts to eliminate restrictive practices should be carefully considered and come with a clear articulation of alternatives to ensure the safety of consumers, visitors, and staff.
